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A 000 Initial Comments A000
complaint i igation for
#2024016436 & #2025010112 and emergency
power plan monitoring survery conducted at
Discovery Village at Naples on 7/16/25 through
77125,
Complaint #2024016436 was substantiated
without deficient practice.
Complaint #2025010112 was not substantiated.
The facility had no deficiencies at the time of the
investigation
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